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445234 B. WING 10/09/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID ' PROVIDER'S PLAN OF CORRECTION I (X5)
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| i
{K 000} | INITIAL COMMENTS {K 000}
|
| A Life Safety revisit survey was conducted on
10/09/18 for all previous deficiencies cited on
08/20/18. All deficiencies have been corrected,
and no new non compliance was found. The
| facility is in compliance with all regulations
| surveyed.
|
| |
|
|
|
|
|
|
|
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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08/20/2018

NAME OF PROVIDER OR SUPPLIER

GLEN OAKS HEALTH AND REHABILITATION

STREET ADDRESS, CITY, STATE, ZIP CODE
1101 GLEN OAKS ROAD
SHELBYVILLE, TN 37160

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D

PREFIX

TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

K 000 INITIAL COMMENTS

A Life Safety Code Survey was conducted by the
State of Tennessee Department of Health
Division of Health Licensure and Regulations
Office of Health Care Facilities on 08/20/2018.
During this Life Safety Survey, Glen Oaks Health
- and Rehabilitation was found not in substantial
compliance with the requirements for participation
in Medicare/Medicaid with Title 42 CFR Subpart
483.70(a), The Rules of Tennessee Department
of Health Board for Licensing Health Care
Facilities Chapter 1200-08-06 Standards For
Nursing Homes, and National Fire Protection
Association (NFPA) 101 Life Safety (2012
Edition).
K 227 Ramps and Other Exits
ss=p CFR(s): NFPA 101

Ramps and Other Exits

Ramps, exit passageways, fire and slide escapes,
alternating tread devices, and areas of refuge are
in accordance with the provisions 7.2.5 through
7212,

18226101822 100r19.22.61t019.2.210

This REQUIREMENT 1s not met as evidenced
by
Sesec on opsenvguons e faciity 1aled 10

J maintain the dlscharge free of obstructions

| The findings include

Upservanon on U8/20/2018 at 12:32 PM revealed
wie iamp outside of the 200 D-Hall eineigenicy
egress doors had a rise greater than 6 inches

K 000

K227 K227

SS=D
Ramps and Other Exits

CFR(s): NFPA 101

The facility will maintain the discharge

free of obstructions

1) The ramp outside of the 200 B-
Hall emergency egress doors
was fitted with handrails on
9/27/18 by facility maintenance

staff.
2) Ramps outside of other

emergency egress doors were

audited for compliance on

8/20/18 by facility maintenance
staff any issues found were

(M auocercing P . Callaly,

Y DIRECTOR'S OR PROVlbﬁ/%L_JPPUER REPRESENTATIVE'S SIGNATURE

TITLE

( i‘gﬁuwﬂ.{m{" [ Vel

(X6)DATE

p;hx

Any tefitiency statement ending Wi!h an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is cipterlfnlned that

other safeguards provide sufficient protection to the patients (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility If deficiencies are cited, an approved plan of correction is requisite to continued

program participation
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Aisle, Corridor or Ramp Width

2012 EXISTING

The width of aisles or corridors (clear or
unobstructed) serving as exit access shall be at
least 4 feet and maintained to provide the
convenient removal of nonambulatory patients on
stretchers, except as modified by 19.2.3 4.
exceptions 1-5

19.234,1923.5

This REQUIREMENT is not met as evidenced
by:

Based on observations, the facility failed to
maintain Aisle, Corridor or Ramp Width

The findings Iinclude:

1. Observation on 08/20/2018 between 12:33 PM
and 1:30 PM, revealed push carts stored in the
corrido! it the following arcas

a. outside of room B15 (med cart)

b. outside of room 19 (linen cart)

¢ outside of room 4 (linen cart)

d outside of room A7 (linen cart}

WNFPA 10T 19.2 54 {201Z edition

2 Obpservation on 08/20/2018 at 12:42 PM

445234 EaWING 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLEN OAKS HEALTH AND REHABILITATION 1101 GLEN OAKS ROAD
SHELBYVILLE, TN 37160
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
corrected then.
K227 Continued From page 1 K227  3) In-service was completed by
(total rise was 16 inches) without hand rails or Administrator on 8/20/18 with
guards on both sides of the ramp. . . f
NFPA 101, 19.2.2.6.1 (2012 Edition) NFPA 101, facility maintenance staft on
7.2.5.4.2 (2012 Edition) maintaining exit ramps to NFPA
. ‘ 101 standards. The facility will
The maintenance director was present for the . i ith
findings which later were acknowledged by the monitor for compliance wit
administrator during the exit conference on audits completed by the facility
08/20/2018 _ maintenance 5 times a week for
K 232 Aisle, Corridor, or Ramp Width K232,
ss=E CFR(s): NFPA 101
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445234 B WING 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LEN OAKS HEALTH AND REHABILITATION 1101 GLEN OAKS ROAD
= SHELBYVILLE, TN 37160
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4 weeks, 2 times a week for 4
K 227 Continued From page 1 K 227 weeks, 1 time a week for 4
(total rise was 16 inches) without hand rails or weeks and 1 time a month for 1
guards on both sides of the ramp. th
NFPA 101, 19.2.2.6.1 (2012 Edition) NFPA 101, SN
7.2.5.4.2 (2012 Edition) 4) The Administrator will report
) , findings of the audits monthly
The maintenance director was present for the he QAP . f
findings which later were acknowledged by the to the QAPI committee Tor
administrator during the exit conference on follow up and
05/20/2015 recommendations as needed
K 232 Aisle, Corridor, or Ramp Width K 232
ss=g CFR(s): NFPA 101

Aisle, Corridor or Ramp Width

2012 EXISTING

The width of aisles or corridors (clear or
unobstructed) serving as exit access shall be at
least 4 feet and maintained to provide the
convenient removal of nonambulatory patients on
stretchers, except as modified by 19.2 3 4
exceptions 1-5

19.234 19235

This REQUIREMENT is not met as evidenced
by:

Based on observations, the facility failed to
maintain Aisle, Corridor or Ramp Width

The findings nciude

t Opservation on 08/20/2016 between 12 35 PM
and i 30 PM revealed pusnh carts stored In the
P P [ B T P P e

a oulside of room B2 vmeo car:
5 outside of room 1@ (linen cart)
¢ outside of room 4 (linen cart)

A nifsige ol room 47 dinen g
- oo dib

Obselvalion oty Jorzliz00s at 12 42 P
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K 232 - Aisle, Corridor, or Ramp Width
ss=g CFR(s): NFPA 101

Aisle, Corridor or Ramp Width
2012 EXISTING
The width of aisles or corridors (clear or

least 4 feet and maintained to provide the

stretchers, except as modified by 19.2.3 4,
exceptions 1-5

19.2.34,19.2.3.5

This REQUIREMENT is not met as evidenced
by:

Based on observations, the facility failed to
maintain Aisle, Corridor or Ramp Width

The findings include:

and 1:30 PM, revealed push carts stored in the
rorridor in the following areas
a. outside of room B15 (med cart)
b. outside of room 19 (linen cart)
. outside of room 4 (linen carl)
outside of room A7 (linen cart)
JEPA DT, 122 T4 (2012 Edition;

- Q0

2. Observation on 08/20/2018 at 12 42 PM

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
445234 B WING 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LEN OAKS HEALTH AND REHABILITATION OGS A R EaS
G SHELBYVILLE, TN 37160
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
<007 . for 3 months. The QAPI
rom page . . .
Contm‘ued i p ge 1 ) ) K227 committee consist of Medical
(total rise was 16 inches) without hand rails or . .
guards on both sides of the ramp. Director, Administrator, DON,
NFPA 101, 19.2.2.6.1 (2012 Edition) NFPA 101, Unit Managers, Wound Nurse/
7.2.5.4.2 (2012 Edition) Infection Preventionist,
The maintenance director was present for the Resident Financial Coordinator,
findings which later were acknowledged by the Human Resources, Admissions,
~administrator during the exit conference on Medical Records, Social
1 08/20/2018
K232

unobstructed) serving as exit access shall be at

convenient removal of nonambulatory patients on

1. Observation on 08/20/2018 between 12:33 PM
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445234 B WING 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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) Services, Plant Operations
K 227 Continued From page 1 K227 Manager. Activities and Dietar
. . . , ager, .
(total rise was 16 inches) without hand rails or & ¥
guards on both sides of the ramp.
NFPA 101, 19.2.2.6.1 (2012 Edition) NFPA 101, 9/27/18
7.2.5 4.2 (2012 Edition)
The maintenance director was present for the
findings which later were acknowledged by the
. administrator during the exit conference on
1 08/20/2018
K 232 Aisle, Corridor, or Ramp Width K232 K232
ss=F CFR(s): NFPA 101 SS=E
Aisle, Corridor or Ramp Width Aisle, Corridor or Ramp Width
2012 EXISTING o
The width of aisles or corridors (clear or The facility will maintain aisle,
unobstructed) serving as exit access shallf be at corridor and ramp width.
least 4 feet and maintained to provide the
convenient removal of nonambulatory patients on 1) a. The med cart outside of
stretchers, except as modified by 19.2 3 4 B 15 don
exceptions 1-5 room was moved o
19.234 19235 8/20/18 by facility staff
This REQUIREMENT is not met as evidenced b. The linen cart outside of
by
Based on observations, the facility failed to room 19 was moved on
maintain Aisle, Corridor or Ramp Width 8/20/18 by facility staff
he find c. The linen cart outside room 4
Tne findings nciuoe
: was moved on 8/20/18 by
© OUbservation on 08/20/2018 petween 1z 35 PM facility staff.
ano 1 30 PM revealed push carts stored in the d. The linen cart outside of
pria el R Fe {’_E!C_?‘-.’ Ca TORR < 30 '
& OUlsioe of ioom B15 (med cari: room A7 was moved on
b outside of room 19 (linen cart} 8/20/18 by facility staff.
¢ outside of room 4 {linen carly 2) The ramp outside of 200 B Hall
sitigicia of 1o 57 {jinen carn
s . E emergency egress doors was
widened to at least 48” on
- wbssrvanon on UB/20:/2006 at i2 42 PM 9/19/18 by facility maintenance
Rivi CMS—;’SG'HO?;\ D:e_wr_); \/e;sm;s Obso!e;e_ B Te_'\iD GRSOQ-" R Facihity 1 TNQ2G! __lf_contTn;aE She_ei F‘ag;e z ofg
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08/20/2018

NAME OF PROVIDER OR SUPPLIER
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4) 1D
PREFIX
TAG

ID PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
 COMPLETION
DATE

K 232 . Continued From page 2
revealed the ramp outside of the emergency
egress doors of 200 B-Hall was 42 inches wide at
its narrowest width (minimum required width 48
inches). NFPA 101, 19.2.3.4* (2012 Edition)

The maintenance director was present for the
findings which later were acknowledged by the
administrator during the exit conference on
08/20/2018

Emergency Lighting

CFR(s): NFPA 101

K 291
S8=D

Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1

This REQUIREMENT is not met as evidenced
by:

Based on document review the facility failed to
maintain the emergency lighting

The findings include:

Document review on 08/20/2018 between 11:00
AM and 12:13 PM, revealed the facility failed to
provide documentation for the monthly
emergency light test for the following months:

a 02/2017 through 06/2017

b 0372018 through 08/2018

NFPA 101, 19.2.9 1 (2012 Edition) NFPA 101,

AN o R TS SRS Fa: Sha NN sniPN 13 PSR
7.5 2 1 12012 Edilion

The maintenance director was present for the
findings which later were acknowledged by the
administrator during the exit conference on
06/20/2018

K 767 Mainlenance, Inspecticn & Testing

as=n CFR(s)" NFPA 101

Doors

staff
3) a.Linen carts and med carts

throughout the building were
audited for compliance on
8/20/18 by facility maintenance
staff to ensure they were

K232

moved.
b. Ramps outside of emergency

K 291

ST 4
N
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LEN OAKS HEALTH AND REHABILITATION HEGSEER S
G SHELBYVILLE, TN 37160
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egress doors were audited by
K232 Continued From page 2 K232 facility maintenance staff for
revealed the ramp outside of the emergency proper width on 8/20/18 and
egress doors of 200 B-Hall was 42 inches wide at . dd q
its narrowest width (minimum required width 48 Al ISSUES WEFE| aGEFESSCE!
inches). NFPA 101, 19.2.3.4* (2012 Edition) 4) Facility maintenance staff was
, ) in-serviced on 8/20/18 by
The maintenance director was present for the . .
findings which later were acknowledged by the Administrator on keeping the
administrator during the exit conference on path of egress clear and in-
08/20/2018 o services for facility staff was
K 291 Emergency Lighting K 291
ss=D CFR(s): NFPA 101
Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9
18.2.9.1,19.2,9.1
This REQUIREMENT is not met as evidenced
by:
Based on document review the facility failed to
maintain the emergency lighting
The findings include
Document review on 08/20/2018 between 11:00
AM and 12:13 PM, revealed the facility failed to
provide documentation for the monthly
emergency light test for the following montis
a 02/2017 through 06/2017
b 03/2018 through 08/2018
NFPA 101 19 DG /’701: EdItIOH‘ NFBs 101
T:n— a7 dlnllcr aice Jl SO0 Mas sreEsan: ‘ B
findings which iater were acknowiedged bv the
QOFI’HI"ISUEIO\ during the exit conference on
NIyt
Mz e =it ollE <5,
!\”i oy WO
e ol " 2 Srormiere Iheoiete = u_ D BRSO el _!!'.‘ TNQzAC !,’_::o;w‘!,muahc,‘:e shesviage F ool 8
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Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9,
18.2.91, 19291

This REQUIREMENT is not met as evidenced
by:

Based on document review the facility failed to
maintain the emergency lighting

The findings include

Document review on 08/20/2018 between 11:00
AM and.12:13 PM, revealed the facility failed to
provide documentation for the monthly
emergency light test for the following months

a 02/2017 through 06/2017

b 03/2018 through 08/2018

NFPA 101 192 9 1 (2012 Editien) NFPA 107

SOl sdimior

o

The mainenancs dire tor vas oresent (o e
| findings which iater were acknowiedged by the
administrator during the exit conference or

s 1Y GREON

in

S0P TS 158700 ¢

Faoir 0 TNO2T SREH T,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
445234 B WING - 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLEN OAKS HEALTH AND REHABILITATION 1101 GLEN OAKS ROAD
SHELBYVILLE, TN 37160
(x4) D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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initiated by nurse educator on
K 232 Continued From page 2 K232 8/22/18 on keeping the path of
revealed the ramp outside of the emergency egress clear. Compliance will
egress doors of 200 B-Hall was 42 inches wide at b , 4 for during dail
its narrowest width (minimum required width 48 & monitored for during daily
inches). NFPA 101, 19.2.3.4* (2012 Edition) facility rounds by department
‘ _ head staff 5 times a week for 4
The maintenance director was present for the K . K §
findings which later were acknowledged by the weeks, 2 times a week for 4
administrator during the exit conference on weeks and 1 time a week for 4
08/20/2018 weeks and 1 time a month for 1
K 291 Emergency Lighting K 291
ss=p CFR({s): NFPA 101
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(X2) MULTIPLE CONSTRUCTION
A BUILDING 01 - MAIN BUILDING 01
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(X3) DATE SURVEY
COMPLETED

08/20/2018

NAME OF PROVIDER OR SUPPLIER

GLEN OAKS HEALTH AND REHABILITATION
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SUMMARY STATEMENT OF DEFICIENCIES
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REGULATORY OR LSC IDENTIFYING INFORMATION)

(X4)ID
PREFIX
TAG

D
PREFIX
TAG
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PROVIDER'S PLAN OF CORRECTION (X5)

(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
DATE

DEFICIENCY)

K 232 Continued From page 2
revealed the ramp outside of the emergency
egress doors of 200 B-Hall was 42 inches wide at
its narrowest width (minimum required width 48
inches). NFPA 101, 19.2.3.4* (2012 Edition)

The maintenance director was present for the
findings which later were acknowledged by the
administrator during the exit conference on
08/20/2018

Emergency Lighting

CFR(s): NFPA 101

K 291
SS8=D

Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9.
18.2.9.1,19.2.9.1

This REQUIREMENT is not met as evidenced
by:

Based on document review the facility failed to
maintain the emergency lighting

The findings include:

Document review on 08/20/2018 between 11:00
AM and 12:13 PM, revealed the facility failed to
provide documentation for the monthly
emergency light test for the following months

a 02/2017 through 06/2017

b 03/2018 through 08/2018

NFPA 101, 19.2.9.1(2012 Edition) NFPA 101,

7 8.3 1{2012 Edition)

The maintenance direcicl was oresent fof ths
findings which later were acknowiedged by the
administrator during the exit conference on
08/20/2018

Maintenance inspection 2 fesung - LDoors
CFER{zi NFPL 10

K 767
(SRR
| OO — )
|
|

K 232

K 291

5)

month.

4, The Administrator will report
findings of the audits monthly
to the QAP! committee for
follow up and
recommendations as needed
for 3 months. The QAPI
committee consist of Medical
Director, Administrator, DON,
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. Unit Managers, Wound Nurse/
K232 ; Continued From page 2 K232 Infection Preventionist,
revealed the ramp outside of the emergency Resident Fi ial Coordi
egress doors of 200 B-Hall was 42 inches wide at nt Financial Coorainator,
its narrowest width (minimum required width 48 Human Resources, Admissions,
inches). NFPA 101, 19.2.3.4* (2012 Edition) Medical Records, Social
The maintenance director was present for the services, Plant Operations
findings which later were acknowledged by the Manager, Activities and Dietary.
administrator during the exit conference on 9/27/18
08/20/2018
K 291 Emergency Lighting K291 K291
ss=p CFR(s): NFPA 101 $5=D
Emergency Lighting Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9. CFR(s): NFPA 101
182.9.1,19.2.9.1
This REQUIREMENT is not met as evidenced The facility will maintain emergency
by A o lighting
Based on document review the facility failed to
MaEiniEin dic Eremasie) Ightng 1) Facility maintenance staff
The findings include: completed testing of
_ emergency lighting on 8/20/18
Document review on 08/20/2018 between 11:00 dd ted a test of th
AM and 12:13 PM, revealed the facility failed to and documented a test of the
provide documentation for the monthly emergency lighting on 8/31/18
emergency light test for the following months: as scheduled thru TELS
a 02/2017 through 06/2017 . .
b. 03/2018 through 08/2018 preventative maintenance
NFPA 101, 192 9 1.{2012 Edition) NFPA 101 programs.
7931 (2012 Edition) 2) Facility maintenance staff was
The maintenance director was presenl for the in-serviced by the administrator
findings which later were acknowiedged by the on 8/20/18 on completing
administrator during the exit conference on d :
& cumentation of monthl
08/20/2018 SRS S :
: K 761 Maintenance, \nspection & testing - Doors & e [
an=(; CFRisy NFEPa 101
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K 232 Continued From page 2 K232
revealed the ramp outside of the emergency
egress doors of 200 B-Hall was 42 inches wide at
its narrowest width (minimum required width 48
inches). NFPA 101, 19.2.3.4* (2012 Edition)
The maintenance director was present for the
findings which later were acknowledged by the
administrator during the exit conference on
08/20/2018 _— emergency lighting checks and
K 291 Emergency Lighting K 291 o
ss=D CFR(s): NFPA 101 entering it into the TELS system.
Compliance will be monitored
Emergency th}:'tmg ot lomet 1 /2hour dura by the administrator by using
mergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9. the monthly TELS reports for3
18.2.9.1,19.2.91 months.
Ihis REQUIREMENT is not met as evidenced 3) The Administrator will report
Y g :
Based on document review the facility failed to findings of the audits monthly
maintain the emergency lighting to the QAPI committee for
up and
The findings include: follow up .
recommendations as needed
Document review on 08/20/2018 between 11:00 for 3 months. The QAPI
AM and 12:13 PM, revealed the facility failed to committee consist of Medical
provide documentation for the monthly . . DON
emergency light test for the following months: Director, Administrator, ]
a 02/2017 through 06/2017 Unit Managers, Wound Nurse/
b 03/2018 through 08/2018 . —_
entionist,
NFPA 101, 19.2.9.1(2012 Edition) NFPA 101. infection P.rev ' .
7 9.3.1 (2012 Edition) Resident Financial Coordinator,
Human Resources, Admissions,
The maintenance director was present for the . Social
findings which later were acknowledged by the Medllcal Records, _ .
administrator during the exit conference on Services, Plant Operations .
08/20/2018 Manager, Activities and Dietary. 9/27/18 |
K 761 Maintenance, Inspection & Testing - Doors K76t K761
gs=n CFR(s); NFPA 10! $5=D
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. Maintenance, Inspection & Testing —
K761 Continued From page 3 K761 Doors
 Maintenance, Inspection & Testing - Doors CFR(s): NFPA 101
Fire doors assemblies are inspected and tested
annually in accordance with NFPA 80, Standard The facili ; o ;
. ) - " t [
for Fire Doors and Other Opening Protectives. © au'l y will maintain the opening
' Non-rated doors, including corridor doors to protectives. .
~patient rooms and smoke barrier doors, are
: routinely inspected as part of the facility 1) The fire/ smoke dampers were
maintenance program. } , inspected by the Simplex
Individuals performing the door inspections and .
testing possess knowledge, training or experience Grinnell on 9/6/18.
that demonstrates ability. 2) Administrator in-serviced
Written records of inspection and testing are facility maintenance staff on
maintained and are available for review. .
19.7.6, 8.3.3.1 (LSC) 8/20/18 to ensure the required
5.2,5.2.3 (2010 NFPA 80) 4 year damper inspection is
;‘;IS REQUIREMENT is not met as evidenced completed.
Based on document review the facility failed to 3) Facility maintenance staff will
maintain the opening protective's monitor for documentation of
‘ . compli thly f
The findings include: ISEe mogaty fon 3
months through TELS reports.
Document review on 08/20/2018 between 11:00 4) The Administrator will report
AM and 12:13 PM, fevealed thg facility failed to findings of the audits monthly
provide documentation for the fire/smoke _
dampers within the last 4 years to the QAPI committee for
NFPA 101, 8.2.2 4 (2012 Edition), NFPA 80, follow up and
19.4.1.1 (2010 Edition) recommendations as needed
The maintenance director was present for the for 3 months. The QAP!
findings which later were acknowledged by the committee consist of Medical
administrator during the exit conference on . .
08/20/2018 Director, Administrator, DON,
K 918 Electrical Systems - Essential Electric Syste K918

CFR(s). NFPA 101

Do=U

Electrical Systems - Essential Electric System
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K 761 Continued From page 3

Maintenance, Inspection & Testing - Doors

' Fire doors assemblies are inspected and tested

K918
SS=D

annually in accordance with NFPA 80, Standard
for Fire Doors and Other Opening Protectives.

i Non-rated doors, including corridor doors to

patient rooms and smoke barrier doors, are
routinely inspected as part of the facility
maintenance program.

Individuals performing the door inspections and
testing possess knowledge, training or experience:
that demonstrates ability.

Written records of inspection and testing are
maintained and are available for review
19.7.6,8.3.3.1 (LSC)

5.2,5.2.3 (2010 NFPA 80)

This REQUIREMENT is not met as evidenced
by:

Based on document review the facility failed to
maintain the opening protective's

The findings include:

Document review on 08/20/2018 between 11:00
AM and 12:13 PM, revealed the facility failed to
provide documentation for the fire/smoke
dampers within the last 4 years

NFPA 101, 8.2.2.4 (2012 Edition), NFPA 80,
19.4.1.1 (2010 Edition)

The maintenance director was present for the
findings which later were acknowledged by the
administrator during the exit conference on
08/20/2018

Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System

Unit Managers, Wound Nurse/
Infection Preventionist,
Resident Financial Coordinator,
Human Resources, Admissions,
Medical Records, Social
Services, Plant Operations
Manager, Activities and Dietary.

K761

9/27/18

K918

55=D .
Electrical Systems — Essential Electric

Systems Maintenance and Testing

K918
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CFR(s): NFPA 101
K 918 Continued From page 4 K918

Maintenance and Testing
The generator or other alternate power source

~and associated equipment is capable of supplying
. service within 10 seconds. if the 10-second
. criterion is not met during the monthly test, a

process shall be provided to annually confirm this

“capability for the life safety and critical branches.
; Maintenance and testing of the generator and
“transfer switches are performed in accordance

with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete

“simulated cold start and automatic or manual

transfer of all EES loads, and are conducted by

competent personnel. Maintenance and testing of

stored energy power sources (Type 3 EES) are in
accordance with NFPA 111 Main and feeder

- circuit breakers are inspected annually, and a

program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing

the possibility of damage of the emergency power

source is a design consideration for new
installations

6.44 654 664 (NFPA99) NFPA 110, NFPA
111, 700 10 (NFPA 70)

This REQUIREMENT is not met as evidenced
by

Bascd o daocument review the faciity failed o
mainiain the eneratar

The findings include

The facility will maintain the generator

1) On 8/21/18 Taylor Power
Services came and reset the

timing on the generator to run
for 30 minutes under full load
with a 15 minute cool down.

2)

The Administrator in-serviced

facility maintenance staff on

8/20/18 regarding the
requirement to run the

generator under full load for
the full 30 minutes monthly.

document for compliance

Facility maintenance staff will

monthly 30 minute generator
load test thru TELS reports and

log inspection. The

Administrator will monitor for

compliance monthly for 3

months thru the TELS reporting

system.

4) The Administrator will repo

rt

findings of the audits monthly

to the QAPI committee for
follow up and

recommendations as needed

for 3 months. The QAPI

committee consist of Medical
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Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of
10.2.3.6. Power strips in the patient care vicinity
may not be used for non-PCREE (e.g., personal
electronics), except in long-term care resident
rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or UL 60601-1. Power
strips for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In non-patient
care rooms. power strips meet other UL
standards. All power strips are used with general
precautions Extension cords are not used as 3
substitute for fixed wiring of a structure

Extension cords used temporarily are removed
immediately upon completion of the purpose fol
which it was installed and meets the conditians of
1024
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445234 B WING 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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. ‘ Director, Administrator, DON,
KeSE |CoRtinUEd Froim B2ge 12 Kei8 Unit Managers, Wound Nurse/
Document review on 08/20/2018 between 11:00 Infection Preventionist,
AM and 12:13 PM, revealed the facility failed to Resident Financial Coordinator,
exercise the generator under a load for 30 Human Resources, Admissions,
minutes monthly. ical ds. Social
NFPA 101, 19.5.1.1 (2012 Edition), NFPA 101, Medical Records, >ocia
9.1.3.1 (2012 Edition), NFPA 110, 8.4.2 (2010 Services, Plant Operations
- Edition) Manager, Activities and Dietary.
The maintenance director was present for the
findings which later were acknowledged by the 9/27/18
administrator during the exit conference on
08/20/2018
K 920 Electrical Equipment - Power Cords and Extens K 920 K920
ss=D CFR(s): NFPA 101 SS=D

Electrical Equipment — Power Cords and
Extension Cords

CFR(s): NFPA 101

The facility will properly use power
cords.

1) a.The power strip in room B 15

was removed 8/20/18 and

replaced with the appropriate

type.

b. The power strip in room A 40

was removed 8/20/18 and

replaced with the appropriate

type.

c. The power strip in room A 4
was removed on 8/20/18 and

Event ID 6R5Q21
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| type.
K820 Continued From page 6 K920 2) The facility maintenance staff
10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 audited resident rooms to
+(NFPA 70), 590.3(D) (NFPA70), TIA12-5 h tri
This REQUIREMENT is not met as evidenced ensure that power strips are
" by: being used for the appropriate
BasedI on documecr;t review the facility failed to purpose on 8/20/18 any issues
roperly power cords .
Properyp identified were immediately
. The findings include: corrected. .
‘ . 3) The Administrator in —serviced
' Observations on 08/20/2018 between 12:32 PM o . .
and 1:28 PM, revealed power adapters not listed facility maintenance staft on
for the purpose in the following areas: 8/20/18 on the appropriate
a. RM B15 (1363A with personal equipment) tvpe and usage of power strips.
b. RM A 40 (1363A with personal equipment) vp E i .p' . P
- ¢. RM A4 (1363A with personal equipment) Nurse educator initiated in-
servicing facility staff on
The maintenance director was present for the ;
. \ 22/18 regarding the
findings which later were acknowledged by the 8/22/ ) = :
administrator during the exit conference on appropriate type and usage of
08/20/2018 power strips. The facility will
K 923 Gas Equipment - Cylinder and Container Storag K 923
ss=D CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed. constructed, and
ventilated in accordance with 51 3 3.2 and
5.1.3.3:3

>300 but <3,000 cubic feet

Storage locations are outdoors 1n an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enciosed in a cabinet of
noncombustible construction having 2 minimum
1/2 hi fire protection rating
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monitor for compliance during
K 920 ' Continued From page 6 K 920! daily rounds by department
- 10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 h
| i o ead staff 5 days a week for 4
(NFPA 70), 590.3(D) (NFPA70), TIA 12-5 . Y
_This REQUIREMENT is not met as evidenced weeks 2 times a week for 4
by: A N . weeks 1 time a week for 4
Based on document review the facility failed to weeks and 1 time a month for 1
properly power cords.
month.
The findings include: 4) The Administrator will report
Observations on 08/20/2018 between 12:32 PM findings of the audits monthly
~and 1:28 PM, revealed power adapters not listed to the QAP committee for
- for the purpose in the following areas: follow up and
“a. RM B15 (1363A with personal equipment) .
"b. RM A 40 (1363A with personal equipment) recommendations as needed
¢ RMA 4 (1363A with personal equipment) for 3 months. The QAP!
committee consist of Medical
The maintenance director was present for the . -
findings which later were acknowledged by the DIFTECtOI", Administrator, DON,
administrator during the exit conference on Unit Managers, Wound Nurse/
08/20/2018 Infection Preventionist,
K 923 Gas Equipment - Cylinder and Container Storag K 923
ss=p CFR(s) NFPA 101
Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
524532323
>300 but <3,000 cubic feet
Storage locations are outdoors In an enclosure or
within an enclosed interior space of non- or
fimited- combustible construction, with door (or
gates outdoors; that car o sacures 1 xidizing
gases are not stored with flammables, and are
separated fram combustibles by 20 feet (5 feet If
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimurr
L2 fee orotecion failng
A - —== - o _ ]
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‘ Resident Financial Coordinator,
K 920 Continued From page 6 K 920 .
Human Resources, Admissions,
. 10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8 . )
(NFPA 70), 590.3(D) (NFPA70), TIA 12-5 Medical Records, Social
This REQUIREMENT is not met as evidenced Services, Plant Operations
Based on document review the facility failed to Manager, Activities and Dietary.
properly power cords. 9/27/18
The findings include:
Observations on 08/20/2018 between 12:32 PM
and 1:28 PM, revealed power adapters not listed
for the purpose in the following areas:
a. RM B15 (1363A with personal equipment)
b. RM A 40 (1363A with personal equipment)
c. RM A 4 (1363A with personal equipment)
The maintenance director was present for the
findings which later were acknowledged by the
administrator during the exit conference on
08/20/2018
K 923 Gas Equipment - Cylinder and Container Storag K 923 K923
ss=p CFR(s): NFPA 101 $S=D
Gas Equipment - Cylinder and Container Storage Gas Equipment — Cylinder and
Greater than or equal to 3,000 cubic feet Container Storage
Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and CFR({s): NFPA 101
5:1:3.3:3
>300 but <3,000 cubic feet The facility will properly store oxygen
Storage locations are outdoors in an enclosure or .
within an enclosed interior space of non- or cylinders.
limited- combustible construction, with door (or
gates outdoors; that can be secured adizing 1) Facility maintenance staff
gases are not stored with flammables, and are constructed an enclosure
separated from combustibles by 20 feet (5 feet if .
sprinklered) or enclosed in a cabinet of around the O2 cylinders on
noncombustible construction having a minimum 08/30/18.
LT N fie PrOWECTION FAlY 2) Administrator in-serviced L
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-

Less than or equal to 300 cubic feet

' In a single smoke compartment, individual

cylinders available for immediate use in patient
care areas with an aggregate volume of less than

~or equal to 300 cubic feet are not required to be
“stored in an enclosure. Cylinders must be
- handled with precautions as specified in 11.6.2.

A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,

" where the sign includes the wording as a
. minimum "CAUTION: OXIDIZING GAS(ES)

STORED WITHIN NO SMOKING."

' Storage is planned so cylinders are used in order
. of which they are received from the supplier.

Empty cylinders are segregated from full
cylinders  When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty cyiinders
are marked to avoid confusion. Cylinders stored
in the open are protected from weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Based on document review the facility failed to
properly store oxygen cylinders

The findings include:

Document review on 08/20/2018 at 12:13 AM,
revealed oxygen bottles not secured from
unauthoized access under the rear canopy by
maintenance

NFPA 99, 11.6.2 3 (2012 Edition)

The maintenance director was present for the
findings which later were acknowledged by the
administrator during the exit conference on
08/20/2018

3)
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. facility maintenance staff on
K 923 Continued From page 7 K 923:

properly storing oxygen
cylinders on 8/20/18. The
Nurse Educater initiated an in-
service on 8/30/18 for facility
staff. The facility will monitor
for compliance by doing weekly
audits for 4 weeks and monthly
audits for 3 months.

The Administrator will report
findings of the audits monthly
to the QAPI committee for
follow up and
recommendations as needed
for 3 months. The QAPI
committee consist of Medical
Director, Administrator, DON,
Unit Managers, Wound Nurse,
Resident Financial Coordinator,
Human Resources, Admissions,
Medical Records, Social
Services, Plant Operations

Manager, Activities and Dietary.
9/27/18
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{E 000} | Initial Comments {E 000}

A Emergency Preparedness Survey was
conducted by the State of Tennessee Department |
of Health Division of Health Licensure and '
Regulation Office of Health Care Facilities survey '
on 08/20/2018. During this Emergency |
Preparedness Survey, Glen Oaks Health and :
Rehabilitation Center was not found in substantial |
compliance with the requirements for participation
in Emergency Preparedness Regulations for ‘
Long-Term Care Facilities, Federal CFR §483.73. |
|

The requirement at 42 CFR, §483.73 are NOT ‘
MET as evidenced by: |

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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E 000 - Initial Comments E 000

A Emergency Preparedness Survey was
conducted by the State of Tennessee Department
of Health Division of Health Licensure and
Regulation Office of Health Care Facilities survey
on 08/20/2018. During this Emergency
Preparedness Survey, Glen Oaks Health and
Rehabilitation Center was not found in substantial
compliance with the requirements for participation
in Emergency Preparedness Regulations for
Long-Term Care Facilities, Federal CFR §483.73.

The requirement at 42 CFR, §483.73 are NOT
MET as evidenced by:

E 006 Plan Based on All Hazards Risk Assessment E 006 E 006
ss=p CFR(s): 483.73(a)(1)-(2) SS=D
Plan Based On All Hazards Risk

[(a) Emergency Plan. The [facility] must develop

and maintain an emergency preparedness plan Assessment

that must be reviewed, and updated at least

annually The plan must do the following:] CFR(s): 483.73(a)(1)-(2)

(1) Be based on and include a documented, The facility will complete the risk

facility-based and community-based risk

assessment, utilizing an all-hazards approach * assessment utilizing an all-hazards

approach
*[For LTC facilities at §483.73(a)(1):] (1) Be based
on and include a documented. facility-based and 1) The facility maintenance staff
community-based risk assessment, utilizing an .
completed another risk

all-hazards approach including missing residents
assessment utilizing an all-
’“[Fr).r_ ICF/IIDs at §483 475(a)(1y ] (1) Be based on hazards approach on 9/17/18.
and include a documented, facility-based and e . .
community-based risk assessment. utilizing an 2) The facility will review the
all-hazards approach Including missing clients assessment and adopt updated

Disaster Preparedness Plan on

{2) include strategies for addressing emergency .

' ¢ ” R 9/21/18 during the QAPI

L Q‘ORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE T OTITLE T (X6) DATE
(el Mﬁv q {é}t / ITat

Any deficiency statement endingwwith an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it k dm:lr:-?wir‘éd that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabie 90 days
following the date of survey whether or not a plan of correction is provided For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation,
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SUMMARY STATEMENT OF DEFICIENCIES

D PROVIDER'S PLAN OF CORRECTION (X5)

[(b) Policies and procedures [Facilities] must

plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c}) of

. reviewed and updated at least annually ] At a
|

F(é‘:;)pl& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
meeting.
E 006 Continued From page 1 E 006 3) Administrator in-serviced
events identified by the risk assessment facility maintenance staff on
* [For Hospices at §418.113(a)(2)] (2) Include 8/20/18 on maintaining the
strategies for addressing emergency events complete all hazards facility risk
- identified by the risk assessment, including the assessment in the Emergency
~management of the consequences of power .
failures, natural disasters, and other emergencies Preparedness Plan Binder. The
. that would affect the hospice's ability to provide facility will monitor for
: care, ; P
compliance by reviewing the
' This REQUIREMENT is not met as evidenced omp Y e
by: disaster plan monthly during
Based on interviews, the facility failed to our QAPI meetings.
complete the risk assessment utilizing an 4) The Administrator will report
all-hazards approach per the requirements of . .
Federal CFR §483.73 findings of the audits monthly
o to the QAPI committee for
The finding included: follow up and
Interview on 08/20/2018 between 1:55 PM and recommendations as needed
2:40 PM, revealed the facility failed to maintain for 3 months. The QAPI
documgntatlon of the facility based/community committee consist of Medical
. based risk assessment for the emergency
preparedness program Director, Administrator, DON,
A Unit Managers, Wound Nurse/
This finding was verified by the administrator Infection Preventionist
during the interview of the facility's emergency SVERHORISE
preparedness program Resident Financial Coordinator,
E 015 Subsistence Needs for Staff and Patients E 015
5s=p CFR(s): 483.73(b)(1)

develop and implement emergency preparedness
policies and procedures, based on the emergency

this saction The policies and procedures must be
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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(X4) 1D
PREFIX
TAG

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

E 006 Continued From page 1
events identified by the risk assessment.

¥ [For Hospices at §418.113(a)(2):] (2) Include
strategies for addressing emergency events
identified by the rnisk assessment, including the
management of the consequences of power
failures, natural disasters, and other emergencies

' that would affect the hospice's ability to provide
care
This REQUIREMENT is not met as evidenced
by:
Based on interviews, the facility failed to
complete the risk assessment utilizing an
all-hazards approach per the requirements of
Federal CFR §483.73

The finding included

Interview on 08/20/2018 between 1:55 PM and
2:40 PM, revealed the facility failed to maintain
documentation of the facility based/community
based risk assessment for the emergency
preparedness program

This finding was verified by the administrator
during the interview of the facility's emergency
preparedness prograim

Subsistence Needs for Staff and Patients
CFR(s} 483 73(b)(1

m
&
i
N

y
wy
i
[

T T A micgen mum el o ot s s T b 4T 2 | o, 82
Iy Policies and procedures [Faciities] muss

develop and nnpieineni cinergency pieparediness
sl ta =t o¥al

' noiicies and nrocedurss hazed S the emz

| plan set1orth in paragirapn (a; of s secton, M8
| assessment at paragraph (a)(1; of this section
aind the comimunIcaton pian 4w paragrasii (w; i

thie secticn The paiicies and pracs

FORM CRASSIRRT 0G0 Prawan s Margione e oinie

Human Resources, Admissions,
Medical Records, Social
Services, Plant Operations
Manager, Activities and Dietary.

E 006

9/27/18

E 015

S$S=D

Subsistence Needs for Staff and
Patients

rm
S
n

CFR(s): 483.73(b)(1)

The facility will include all policies and
procedures for the subsistence needs of
residents and staff in the emergency
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preparedness program
E 015 Continued From page 2 E 015

minimum, the policies and procedures must
address the following:

3- (1) The provision of subsistence needs for staff
- and patients whether they evacuate or shelter in

place, include, but are not limited to the following:

: (i) Food, water, medical and pharmaceutical

supplies

" (i) Alternate sources of energy to maintain the
+ following:

(A) Temperatures to protect patient health and

. safety and for the safe and sanitary storage of

provisions.

(B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm
systems

(D) Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(6)(iii):]
Policies and procedures
(6) The following are additional requirements for
hospice-operated inpatient care facilities only
The policies and procedures must address the
following:
(ii) The provision of subsistence needs for
hospice employees and patients, whether they
evacuate or shelter in place, include, but are not
limited to the following:
(A) Food, water, medical, and pharmaceutical
supplies
(B) Alternate sources of energy to maintain the

following

(1) Temperatures to protect patient health
and safety and for the safe and sanitary storage
of provisions

(27 Emergency lighting

(3) Fire detection extinguishing and alarm
3Vsiems

1) The Administrator and other
members of the QAPI
committee developed a policy
to address an alternate source
of energy to maintain
temperatures to protect
resident health, emergency
lighting, fire detection,
extinguishing and alarm
systems and sewage and waste
disposal on 9/21/18.

2) The QAPI committee will adopt
policy on 9/21/18 during QAPI
Committee meeting.

3) Administrator in-serviced the
facility maintenance staff on
8/20/18 on maintaining the
policy that addresses the
alternate energy source in the
Emergency Preparedness Plan
Binder. The facility will monitor
for compliance by reviewing the
disaster plan monthly during
our QAP meetings.

4) The Administrator will report
findings of the audits monthly
to the QAPI committee for
follow up and
recommendations as needed
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PREFIX

TAG DATE

E 015 Continued From page 3

(C) Sewage and waste disposal.
This REQUIREMENT is not met as evidenced
" by:
- Based on record reviews, the facility failed to
+ include all policies and procedures for the
subsistence needs of residents and staff in the
emergency preparedness program.

The findings included:

[nterview on 08/20/2018 between 1:55 PM and
2:40 PM, the facility failed to provide policies and
procedures for alternate sources of energy to
maintain the following:

a. Temperatures to protect resident health

b. Emergency lighting

¢. Fire detection, extinguishing, and alarm
systems

d. Sewage and waste disposal

This finding was verified by the administrator
during the interview of the facility's emergency
preparedness program

Policies for Evac. and Primary/Alt. Comm.
CFR(s): 483.73(b)(3)

E 020
8§8=D

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) oi
this section The policies and procedures must be
reviewed and updated at least annually. Ata
minimum, the policies and procedures must
address the following j

Safe evacuation from the [facility]. which includes

for 3 months. The QAP!
committee consist of Medical
Director, Administrator, DON,
Unit Managers, Wound Nurse/
Infection Preventionist,
Resident Financial Coordinator,
Human Resources, Admissions,
Medical Records, Social
Services, Plant Operations
Manager, Activities and Dietary.

E 015

9/27/18

E 020 E 020
§5=D
Policies for Evac. And Primary/ ALT
Communication

CFR(s): 483.73(b)(3)

The facility will provide evacuation
policies and procedures based on the
emergency plan.

1) The Administrator and other

members of the QAP
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committee developed a policy

E 020 on 9/21/18 to address specific

E 020 Continued From page 4
consideration of care and treatment needs of

evacuees; staff responsibilities; transportation;
identification of evacuation location(s); and
primary and alternate means of communication

staff responsibilities and the
needs of the evacuees during
an evacuation.

with external sources of assistance. . i
2) The QAPI committee will adopt

policy on 9/21/18 during QAP!
Committee meeting.

*[For RNHCs at §403.748(b)(3) and ASCs at
§416.54(b)(2):]

Safe evacuation from the [RNHC! or ASC] which
includes the following:

(i) Consideration of care needs of evacuees

(i) Staff responsibilities.

(iii
(

3) The Administrator in-serviced
the facility staff on 9/21/18 on
having a policy that addresses
the specific responsibilities of
staff and the needs of the
evacuees during an evacuation.
The facility will monitor for
compliance by reviewing the
disaster plan monthly during
our QAP! meetings.

The Administrator will report
findings of the audits monthly
to the QAPI committee for
follow up and
recommendations as needed
for 3 months. The QAPI
committee consist of Medical

i) Transportation.

iv) tdentification of evacuation iocation(s).
(v) Primary and alternate means of
communication with external sources of
assistance

* [For CORFs at §485.68(b)(1), Clinics,

Rehabilitation Agencies, OPT/Speech at

§485.727(b)(1), and ESRD Facilities at

§494.62(b)(2):]

Safe evacuation from the [CORF; Clinics, 4)
Rehabilitation Agencies, and Public Health

Agencies as Providers of Outpatient Physical

Therapy and Speech-Language Pathology

Services; and ESRD Facilities], which includes

staff responsibilities, and needs of the patients

* [For RHCs/FQHCs at §491.12(b)(1):] Safe

, evacuation from the RHC/FQHC. which includes
appropriate placement of exit signs, staff , -

I responsibilities and needs of the patients Director, Administrator, DON,

| This REQUIREMENT is not met as evidenced Unit Managers, Wound Nurse/

‘ by: , v o ' Infection Preventionist,

Based on interview the facility failed to provide id Fi ial Coordinat

evacuation policies and procedures based on the Resident Financial Loordinator,

emergency plan. CFR §483 73 (b) (3) Human Resources, Admissions,
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[(c) The [facility] must develop and maintain an
emergency preparedness communication pian
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually.] The communication plan must include
all of the following:

(3) Primary and alternate means for
communicating with the following:

(i) [Facility] staff.

(i) Federal, State, tribal, regional, and local
emergency management agencies.

*[For ICF/IIDs at §483.475(c):] (3) Primary and
alternate means for communicating with the
ICF/MD's staff, Federal, State, tribal, regional. and
| local emergency management agencies

| This REQUIREMENT is not met as evidenced
by:

Based on interview, the facility falled to include
policies and procedures for primary and alternate
means for communicating with facility staff,
Federal State tribal regional and local
emergency management agencies in the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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; Medical Records, Social
E 020 Continued From page 5 E 020 Servi Plant O tion
The findings included: ervices, Flant peratio S
Manager, Activities and Dietary.
“Interview on 08/20/2018 between 1:55 PM and
. 2:40 PM, the facility could not provide evacuation 9/27/18
polices and procedures that included specific
I staff responsibilities and the needs of the
' evacuees during an evacuation.
' This finding was verified by the administrator
during the interview of the facility's emergency
preparedness program.
E 032 ' Primary/Alternate Means for Communication E 032 E032
ss=p ' CFR(s): 483.73(c)(3) SS=D

Primary/ Alternate Means for
Communication

CFR(s): 483.73(c)(3)

The facility will include policies and
procedures for primary and alternate
means for communicating with facility
staff, Federal, State, Tribal, regional and
local emergency management agencies
in the emergency preparedness

program.

1) On 9/21/18 the Administrator
and other members of the QAPI
committee developed a policy
for primary and alternate

means of communicating with
facility staff during an

emergency on 9/21/18.
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